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Division of the extensor tendons in the hand is often re-
garded as a minor injury and it is widely held that the
results following repair are always good. This attitude some-
times results in a permanent Boutonniere deformity or a
mallet finger, which may not only be a severe handicap,
but is also cosmetically unattractive.
The results obtained depend mainly on the point of divi-
sion and how carefully the repair is performed. Every
repair should be done as soon as possible after injury to
obtain the best result.
The most common site for division of the extensor ten-
don in fingers is in the region of the terminal interphalan-
geal joint. These injuries often penetrate into the joint,
dividing the joint capsule at the same time. In crush in-
juries, as seen in motor car door injuries, the division of
the extensor tendon is sometimes associated with a frac-
ture through the metaphysis of the terminal phalanx.
Suturing of the extensor tendon in this region gives rather
poor results. The patient often has a terminal phalanx
afterwards, which is in a permanent position of flexion of
about 15-20 0 , with loss of full extension to the same degree.
The cause of this is that the divided tendon ends do not
heal in absolute apposition after ordinary suturing.
It was noted during repair of extensor tendons in this
region that by pushing the terminal phalanx in absolute
full extension, a perfect apposition of the tendon ends is
obtained, but that after careful suturing there is often a
small gap between the two ends, thus causing the unsatis-
factory postoperative results. If the terminal phalanx can
be maintained in a position of full, or even slight hyperex-
tension, a good apposition and healing of the two ends will
be obtained. The usual method described to maintain this
hyperextension, is a small plaster-of-paris cast. This plaster
cast is difficult to apply and never gives proper immobiliza-
tion for the expected 3 - 4 weeks.
Repair of Tendons using Kirschner Wire
It was therefore decided to fix the terminal phalanx in a
position of full extension by using a very thin Kirschner
wire. This Kirschner wire is driven from the tip of the
finger through the proximal phalanx and distal interphalan-
geal joint, into the middle phalanx with the joint in slight
hyperextension. This will bring the tendon ends in absolute
apposition, and no suturing of the tendon itself is required.
The skin is sutured with 4/0 black silk, and no plaster cast
is applied. Only a small dressing is applied to the terminal
phalanx, which allows the patient to move the other joints
in his finger freely.
The procedure is performed under a local block and
should only take a few minutes. The Kirschner wire is left
protruding about 3 mm. from the finger pulp and is easily
removed after 3 weeks, without anaesthetic.
Where the injury has been a closed one, as seen in cases
of forcible flexion of the distal joint in the extended finger
(mallet finger), the same method of fixation is used. These
closed injuries usually result in an avulsion of the extensor
tendon from the base of the distal phalanx with or without
a piece of bone. The conventional method of immobiliza-
tion with a plaster cast gives such poor results that some
authors have advised that no treatment should be given. In
these avulsion injuries it is usually necessary to leave the
wire in situ for at least 4 weeks (Figs. 1 and 2).
Fig. 1. Mallet finger with position of fingertip before pin-
ning and the position of the pin after insertion.
Fig. 2. Boutonniere deformity with position of pin after
insertion.
A point to bear in mind" when inserting the Kirschner
wire is the fact that the bone of the terminal phalanx is
just underneath the nail. The point of entrance should
therefore be not more than 3 - 4 mm. from the free end of
the nail.
This method of repair for extensor tendons has also been
used in cases where the point of division was over the proxi-
mal interphalangeal joint. Careful repair of the extensor
tendon is of great importance in this area because loss of
the central extensor slip results in the well-known Bouton-
niere deformity. In these cases, the Kirschner wire is
driven obliquely downwards from the dorsum of the
second phalanx into the first phalanx, while the finger is
held in slight hyperextension.
This method of repair gives very good results and move"
ments of the finger joints are normal within a few days
after removal of the wire. No permanent damage to the
joint or bone is caused by the wire.
WHITHER THE MEDICAL ASSOCIATION*
F. H. CoUNIHAN, President, Cape Midlalld Branch, (M.A.S.A.) 1965-1966
I should like to say, initially, that to make any organization
as democratic as the Association, work is, in itself, a wonder,
but where its membership is voluntary and its membe~s spread
over thousands of miles, it becomes even more amazmg.
'Valedictory address.
Central Committees
At the head of our Association is the Federal Council, com-
prising representatives from each Branch ~as~d on its .mem-
bership. At the head of the Federal CounCil IS the Ch~lr'!1an
and around him revolves most of the work of the ASSOCiation.
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He is assisted by several committees. First is the Executive
Committee, concerned with running the M.A.S.A.; it also a~ts
as an advisory body to Federal Council, who may refer specIal
work back to it for action. Then there is the Parliamentary
Committee dealing with Government, the Medical Council and
various legal problems. The Central Committee for Contract
Practice deals with contract practice, but in particular with
medical aid affairs. There are various other committees dealing
with other matters-the Head Office and Journal Committee,
the Ethical Committee the Workmen's Compensation Com-
mittee, as well as special committees appointed from time to
time.
Let no one think membership of these committees is a sine-
cure. Many of them and their members meet weekly, in addi-
tion to the ordinary meetings of their Branch or other commit-
tees. It is a pity that the volume of work put in by the doctors
who are members of these committees is not widely known
or appreciated. I feel the Journal should give far more in-
formation as to what goes on behind the scenes. Let us at least
be grateful that we live sufficiently far from the centre of
things to be free from duties with these working committees.
Subsidiary Committees
]n addition to these central committees, there are four sub-
sidiary committees of the Executive. These are provincial in
distribution and, as they are augmented by members of Federal
Council who are not on the Central Executive, are known as
the Augmented Executive Provincial Committees. They deal
with probleI;11s. peculiar to each province, but as the Provin-
cial Administrations are tending to coordinate their approaches
more and more to medical problems, it is obvious that these
committees in time will tend to become negotiating bodies
carrying out the policy of the Central Executive and not them-
selves making new approaches without reference to the central
body.
Most of you are aware of the activities and methods of
Branches, but few realize the importance of the outlying areas
forming divisions and coordinating opinion so as to bring the
attention of the Association to conditions in the platteland.
Similar importance must be attached to groups representing
special types of employment, e.g., the RMO Group. It is
ridiculous for members of the Association, such as members
in full-time employment, to sit back and expect their problems
and difficulties to be solved unless they, in the first place, are
prepared to bring their disabilities to the notice of the Associ-
ation. ] am glad to say that last year this Branch was respon-
sible for instigating the formation of a group comprising all
doctors in full-time appointments and I trust this initial en-
deavour will not be fruitless.
Problems
Why then, with the intricate organization of some 6,000
members and many hard-working, enthusiastic councillors, is
there so much dissatisfaction expressed by the average
member? Why does one continually hear that recurrent cry,
'What is the Association doing about it?'
The first stumbling block is due to the democratic nature
of our organization. There can be no short cuts, but matters
must be openly discussed and approved. For any major change
in policy, the matter is first discussed at Branch level, then
referred to Federal Council; perhaps back to the Branches and
finally to Federal Council again. This may take up to two
years. There can be no doubt that the democracy which makes
us strong in the long run appears as a weakness if only a
short-term view is taken.
Another limiting factor is the physical capacity of those who
are prepared to serve. They, too, have to earn a living, in the
same way as the ordinary member, and the time they can give
to the Association is limited.
The third factor is money. It should be remembered that our
Association has as much to do as the British Medical Associ-
ation, plus the disability of covering large mileages, and yet our
annual subscription is less than theirs, while their membership
tops the 40,000 mark compared with our 6,000. If we, as
members, want a better and quicker service, we must expect
to pay a minimum of R50.00 per annum. This may sound ex-
cessive, but it represents less than t% of the average gross
income of general practitioners and t% of specialists' gross
income; in fact, less than the auditors' fee usually paid. Is this
a lot to pay to an organization which is there to serve your
interests scientificallY, economically and otherwise?
A rough estimate of your own income will show what the
Association has done for you alone in the last five years. The
income from your hospital work has increased from a fixed
R210 a year to Rl,OOO and sometimes to R2,500. The ~sso­
ciation-sponsored Plans have converted at least 70,000 patIents
from the medical aid group to a higher tariff group. Medical
aid rates have been increased from R 1.25 for a consultation in
January 1961 to Rl.90 in January 1966. Railway Sick Fund
and other fund capitation payments have been increased.
That is the financial side of the Asscciation's work, but its
more important duty is that of protecting you and your in-
terests from outside pressures and controls. The fact that these
have not so far been introduced may, in my opinion, be attri-
buted solely to the Association and those doctors in the bigger
Branches and on Federal Council who have continued to work
actively against proposed unsatisfactory measures.
Finally, it has often been said that the weakness of the
Association lies in its voluntary membership and lack of dis-
ciplinary control. ] was of this opinion once, but I must admit
I have changed my view. The Association is there to promote
our common interests by discussion and persuasion, to iron out
our difficulties, not only between ourselves, but with outside
bodies. Discipline is the prerogative of the Medical Council.
Control
There is one field-the field of contract practice-where
control rather than discipline is perhaps necessary, and it ap-
plies to only a very small percentage of doctors, many of whom
do not belong to the Medical Association of South Africa.
Why then must the member be subject to discipline and not the
non-member? I do not believe, and in this I may be wrong,
that the Medical Association of South Africa has any power
in its constitution to make contractual agreements with outside
bodies which are binding on its members. Any effort to change
the constitution to enable it to do so, would result in the
Association having to alter its whole outlook and much of its
strength would be lost.
What, then, is the answer? It is my opinion that the Associ-
ation should basically be concerned with the philosophy of
medicine, from which it should develop a clear-cut statement
of policy and a recommendation to its members as to how
that policy s.!lOuld be carried out. It should assist its members
in carrying out that policy by explanation, mediation and
advice, but it is not for the Association to force that majority
policy down any individual doctor's throat. In this way it can
encompass all doctors within its fold, giving them free reign
for expression of their opinions on· policy, methods of prac-
tice and so on, thus allowing development of new concepts
and ideas.
New Methods
The Medical Association of South Africa must give con-
tinual consideration to new methods, not a new constitution.
These can only come from those in the know who have experi-
ence of handling difficulties. The method of medical practice
is changing continuously and so forces changes in our policy;
these changes must be. determined by our members in the
light of their experiences. We cannot act as ostriches with our
heads in the sand, talking of the good old days 50 years ago.
The biggest change has been thl' development and growth of
prepaid medical care-the extent of which was never envisaged
by our predecessors. Our experts in Administration must tell
us the methods-they must have time to think and plan. They
need adequate and modern office approaches to the problems
and this requires money. This is not, I repeat, not, a criticism
of our Secretariat or Councillors, but of the position we have
put them into.
A Medical Guild
The Association should lay down tariffs and conditions of
service attached to any type of contract practice, including full-
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time practIce. These conditions and terms should then be nego-
tiated with interested organizations, such as medical aid
societies and the Plans, by a separate body (let us call it the
Medical Guild) registered under a different constitution and
pledged to support the principles of the Medical Association
of South Africa. Doctors, whether members or not of the
Medical Association, would contract their services through this
body with the said organizations and would be controlled and.
if necessary, disciplined by this organization, much as the Plans
control their errant members today. In effect, this body would
contract with the organized public to supply certain services
at fixed rates and under certain conditions. Only those prepaid
care organizations registered with the Guild would benefit from
the control exercised by the Guild. Doctors prepared to con-
tract would receive certain privileges and, in return, would
finance the Guild by payment of t% of all income received
through Guild contracts.
It must be remembered that the public are being organized,
often compulsorily, into large groups with the intention of
obtaining medical services. Many of these groups, such as fall
under the Industrial Council, are formed without reference to
medical opinion and usually under pressure from organized
groups. We, on our side, are prepared to give service to these
groups, providing the conditions governing appointments are
satisfactory. To do so we must have an organization that
knows what it is talking about and is well-armed with facts
and figures. However, in the great majority of instances, no
approach is made to the M.A.S.A.; posts are advertised and
young, and older doctors, through economic pressure, are
forced into a type of practice which in the long run degrades
them into clerks. It may be possible for the individual, in many
of the large towns, to escape into a satisfactory type of service,
but with the growth of industrialization and industrial agree-
ments, this may be less easy in the future.
A privilege which would be enjoyed by the members of the
Guild would be payment direct and in full according to the
various tariff agreements. Whereas, in the case of a non-
member, the patient would be paid the amount that would
have been paid to a member-doctor.
It could occur in the future that the Guild would terminate
a contract with an unsatisfactory group and thus make it obli-
gatory on its members to terminate their contracts with the
said group. This could undoubtedly cause financial embarrass-
ment to certain members, but the Guild would be in a position
to give financial aid in relation to loss of income. This cannot
be done by the M.A.S.A. It should be stressed that termination
of an agreement would not mean withdrawal of services. In
fact, the doctors, of their own free will, could well treat these
patients for the same remuneration on a private basis but be
free of certain contractual obligations, such as a contractual
24-hour service, rendition of reports and control by non-medi-
cal management.
The Guild would be responsible for the continuous review
of the conditions of service attached to part-time posts, as well
as the economic status of the doctor in society.
By approaching the problem in this manner, I feel the posi-
tion and status of the M.A.S.A. would be greatly improved
and its various branches and sub-groups could revert to their
original aims of philosophical and scientific bodies, whereas
the business side of medical practice could be organized and
run by experts in that field. It would allow the M.A.S.A. to
lay down the ideal concept of practice; it would allow the
Guild to negotiate for the nearest approach to that concept.
taking into account the financial position of the public, the
distributiop. of doctors and other factors governing the life and
living of a doctor.
IN MEMORIAM
BASIL LIONEL GOLDSCHMIDT, M.B., Ch.B. (Cape Town), M.Med. (Paed.) (Cape Town), D.C.H. (R.c.P. and S.) Eng.
Pro/. F. J. Ford, of The DeparTment of PaediaTrics, University
of Cape Town, writes:
On 13 May 1966, the paediatricians of Cape Town, and
many other people, were grievously upset on hearing of the
sudden death of Basil Goldschmidt. He had been working
amono them a few hours previously, apparently perfectly
well. This was probably an especially forceful impact, because
of the close professional liai-
son in the small group of
paediatricians in this town and
their appreciation therefore of
a loss which was personal to
almost every one of them.
How much more so to his
small son and to his wife,
Monica, who had also been
before their marriage a work-
ing member of the paediatric
force.
Basil Lionel Goldschmidt
was born in Cape Town, one
of the family of a distinguished
urological surgeon, was edu-
cated at the Diocesan College,
and served with the South
African Artillery in World
War n, then studied medicine
and graduated from vcr in
1951. After serving his intern
year locally he went to Eng- Dr. Goldschrnidt
land, obtained the D.C.H. in
London, and worked in the Department of Child Health in
Manchester until 1955, when his father's death cut short any
ambitions for further academic distinction overseas.
In 1959 he received his M.Med. from the vcr. Thereafter
his time was 'divided between the slow business of building
up a specialist practice in paediatrics and the exacting and
exhausting fulfilment of sessions at a number of hospitals,
including Groote Schuur, Red Cross, Karl Bremer and
Conradie. He published several articles in the medical journals
of South Africa and Britain. Subsequent to the death of Dr.
Emdin he took care of the latter's private and railway practice
and had just been appointed in his own right to a paediatric
post in the railway organization. He also took an active
interest in the Cape Child Health Association, the Coloured
Mothercraft Nursing Training and the Sarah Fox Home in
Athlone. He was Chairman of the House Committee of the
Home and keenly interested in its welfare and progress.
Professionally he had, obviously, 'arrived' and his death
has deprived the community of a most useful citizen, a
highly-trained and competent doctor and a man of sterling
qualities with the happy knack of being able to see an excuse
for what appear to others to be the flagrant deficiencies in
some of the human race. He was often indignant about things
as they are, but few people can ever have seen him angry and
he had all the patience and time in the world to devote to
patients and parents, irrespective of social class, colour, or
race. And he always answered doctors' letters politely and
legibly, which was appreciated.
From his schooldays, Basil Goldschmidt showed a very
broad altruistic streak and at that time founded at least two
organizations through which Bishop's boys raised a large sum
of money for social and war services and for the ational
War Memorial Health Foundation. He had wide interests,
played golf and tennis well, though the red cricket ball on
green grass defeated him. So did the fish more often than he
could have wished. And he was interested in pictures, especi-
ally those of modern artists. He was good company and an
excellent listener.
In the realm of 'what might have been', all the people and
bodies mentioned above will miss the support and the
commonsense of our late colleague, as will other groups 10
which he belonged-the Medical Association of South Africa,
the S.A. Paediatric Association and the S.A. College of Physi-
